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Abstract

Objective—To examine the outcome of
partner notification for HIV infection.
Design—Retrospective analysis of med-

ical, health adviser and counsellor
records.

Setting—Teaching hospital, Newcastle
upon Tyne.

Patients—All newly diagnosed cases of
human immunodeficiency virus (HIV)
infection and their sexual partners.

Main outcome measures—Attendance of
contact at genitourinary medicine clinics
for counselling and testing. Seropositivity
rate of people attending as a result of
partner notification.

Results—Of the 80 partners attending as
a result of partner notification 79 were
tested. Twenty-five of these (31:6%) were
seropositive. This was 21:9% of our newly
diagnosed caseload. Seventy-five attend-
ed following patient referral and five as a
result of provider referral. Discrepancies
between districts in policies of provider
referral prevented two partners being
notified.

Conclusions—Partner notification is an
effective method of ensuring that people
with a very high risk of HIV infection
have access to counselling and medical
care. Complete integration of notification
services throughout the UK is required.

(Genitourin Med 1993;69:94-97)

Introduction
Contact tracing to combat the spread of sexu-
ally transmitted diseases (STDs) was institut-
ed in 1937 by the US Surgeon General.! In
1943 it was developed in the UK when the
Medical Officer of Health for Newcastle upon
Tyne, Dr John Charles, inaugurated the
“Tyneside Scheme” to include the County
Councils of Durham and Northumberland
and the County Borough Councils of Gates-
head, Newcastle upon Tyne, Tynemouth and
South Shields.? The “Scheme” was a local
authority initiative which included an educa-
tion programme for all interested in fighting
venereal disease, the routine serological test-
ing of antenatal cases for syphilis as well as
the inauguration of contact tracing. There is
therefore a long tradition of contact tracing in
Newcastle.

The terminology has altered over the years
and now in the USA “contact tracing”
equates with “provider referral” in which

named partners of infected individuals are
located and counselled by health care staff.’
The term “partner notification” has been
advocated by the World Health Organisation
and the Centers for Disease Control‘® to
include both “provider referral” and “patient
referral” in which patients or “index cases”
notify their partners themselves, often
coached and advised by health care staff. This
covers the spectrum of activities in which sex-
ual and needle-sharing partners of persons
with HIV infection are notified and coun-
selled about their exposure. Throughout this
paper we shall use the terms partner notifica-
tion, provider referral and patient referral as
defined above.

The value of partner notification for the
control of sexually transmitted infections is
well recognized.® It can reduce the number of
cases of gonorrhoea and syphilis as compared
with the numbers anticipated and has helped
to control outbreaks of these diseases.”®

Even in genital chlamydial infection with a
longer and more uncertain incubation period
the benefit of detecting asymptomatic carriage
of Chlamydia trachomatis has been clearly
demonstrated.’

As part of the management of human
immunodeficiency virus (HIV) infection
Sweden, Norway, Belgium and most states in
the USA!" have implemented programmes
emphasising partner notification. Their
results have been widely reported.’!-'* An
official policy has not been developed within
the UK and we have found no documented
information on its effectiveness from centres
operating this strategy. Since the onset of the
HIV epidemic we, in Newcastle, have contin-
ually promoted partner notification, largely
based on patient referral, and present a retro-
spective analysis of our data.

Subjects and methods

Genitourinary medicine (GUM) provides an
open access educational, preventative, diag-
nostic and therapeutic service in relation to
sexually transmissible infections and certain
other conditions affecting the genital organs.
The majority of service users (55%) self refer.
16% attend as a result of partner notification
and the remainder are referred by other clini-
cians, usually general practitioners. The
department, based in Newcastle upon Tyne is
mainly used by the residents of Newcastle,
Northumberland and Gateshead (total popu-
lation 787,000). However about 20% of the
Newcastle caseload is comprised of patients



residing in other Districts with local GUM
services who travel to Newcastle.

The promotion, coordination and facilita-
tion of partner notification for STDs is part
of the role of the health advisers, which also
encompasses pre and post HIV test coun-
selling, health education within and outside
of the clinic, referral on to other appropriate
agencies and staff training.

In the UK there is no specific health
adviser training available. Health visitors have
been involved with partner notification in
Newcastle and its surrounding districts since
the inception of the “Tyneside Scheme”.
They are registered general nurses who have
undertaken further training which includes
epidemiology sociology, social policy, psy-
chology and health promotion. Registered
Health Visitors in GUM have had experience
working in primary health care promoting
individual, family and public health, - and
adapt their skills in these areas to the special-
ist area of the GUM clinic. During the study
period, the number of health adviser posts
increased incrementally from one to four
whole time equivalents. For a period of 19
months in 1987-1988 an AIDS Counsellor
worked alongside the health advisers.

As with any STD, health advisers discuss
index patients’ sexual histories with them in
order to decide which partners should be
notified and how best this would be achieved.
Patients with partners living in distant parts
of the UK are given details of GUM clinics to
which they can turn for support and testing
after they have been informed of their expo-
sure to infection. For provider referral, infor-
mation is required to locate and identify the
person to be sought. Details of contacts’
domestic and employment circumstances are
also helpful. Using methods, including safe-
guards to confidentiality, similar to those out-
line in the “Handbook on Contact Tracing in
Sexually Transmitted Diseases”!®> the health
advisers then approach the partner by tele-
phone, letter or personal visit. To notify a
partner living outside Newcastle we may ask
for assistance from a GUM clinic closer to
the partner’s residence.

In order to review the effect of partner
notification since the first cases of HIV infec-
tion were detected in 1985 we have analysed
information extracted from case records (as
described by Satin)'® from all seropositive
people and seronegative contacts.
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Results

From 1985 to June 1992 this department was
directly involved in the management of 114
people with newly diagnosed HIV infection
(see table). Ninety-four were diagnosed here
and 20 referred shortly after a positive result
was obtained by a general practitioner, other
local hospital specialist and, in two cases, by
the Blood Transfusion Service.

Of the 114 newly diagnosed cases, 93 were
homosexual or bisexual men (81:6%). There
was no history of injecting drug use in this
cohort. Three heterosexual men probably
acquired infection by needle sharing, ten
following heterosexual intercourse in Sub-
Saharan Africa and one following hetero-
sexual intercourse in the UK. Seven women
were seen with HIV infection. Three were
non-injecting sexual partners of male inject-
ing drug users, one the partner of a bisexual
man, one probably acquired infection follow-
ing heterosexual intercourse in Sub-Saharan
Africa and the only risk for the remaining two
was heterosexual intercourse within the UK.
No cases were seen here resulting from the
use of infected blood or blood products.

General concern about the possibility of
HIV infection in relation to a previous life
style risk was given as a reason for testing by
68 people found to be seropositive. All were
asymptomatic and include six homosexual
men whose concerns were heightened by
receiving news that an unspecified partner
had HIV infection. Seventeen cases requested
testing because of symptoms or signs compat-
ible with HIV infection. Five had probably
acquired infection following intercourse in
Sub-Saharan Africa and one (a female case)
from a bisexual man. Thus only 64-7% of the
sub-group were male homosexuals or bisexu-
als. Four homosexual men attended as a
result of contact with another sexually trans-
mitted disease and following counselling
requested HIV testing.

Finally, 25 people were tested and found
to be seropositive only as a result of partner
notification instituted within this department,
although two delayed their initial visit and
test until they developed malaise, tiredness,
weight loss and night sweats. Twenty-one
(84%) were homosexual/bisexual men, one
was a male heterosexual injecting drug user,
one a man who had heterosexual intercourse
in Sub-Saharan Africa and the remaining two
were heterosexual women. No needle sharing

Table Total new cases of HIV infection seen within GUM and the results of partner notification. 1985—Fune 1992

Anti HIV negative
owing parter
notification
Declined anti-HIV test
Total new HIV infection detected > 6 months from <6 hs from  following partner
HIV infection  following partner notification  last risk last risk notification and counselling
Heterosexual 14 2 0 0 1
men
Homosexual 93 21 21 23 0
men
Women 7 2 7 3 0
Total 114 25 28 26 1
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contacts have been identified. Therefore part-
ner notification has accounted for 21-9% of
newly diagnosed HIV infection.

Partner notification resulted in an addi-
tional 55 named contacts attending. Follow-
ing counselling 54 requested HIV antibody
testing and were seronegative. Of these, 28
(51'9%) were tested six months after last
unprotected intercourse with the index case,
seven between three and six months, but 19
were only tested within three months of their
last known infection risk despite advice for
more prolonged surveillance. One man is still
under observation. Only one contact, a
heterosexual man concerned about the impli-
cation of testing in relation to life insurance
and house purchase declined the offer of a
test.

Seven positive men named eight male and
one female contacts whom they planned to
notify themselves (patient referral). From our
understanding these partners have been
informed of their risk and have decided not to
attend for counselling and/or testing. An
unrecorded number of patients chose not to
inform their partners or had insufficient infor-

.mation to allow them to be located, especially

those who had intercourse with several
anonymous partners. No accurate figure can
be put on these untraceable contacts. No
details were recorded for partners resident
outside of the UK.

Provider referral was considered appropri-
ate to notify four men and three women
named by six seropositive index cases. Three
local contacts were requested by letter to tele-
phone for information and one was visited
and accepted the offer of transport to the
clinic. Of these, three were subsequently test-
ed for STDs including HIV antibodies. The
other agreed to attend but has failed to
appear. Three index cases named three con-
tacts living distant from Newcastle so the
assistance of their local clinics was sought. A
clinic in the North West of England declined
to help as their policy was not to trace con-
tacts of HIV infection. Personnel from a
Midlands clinic agreed to try to locate a male
contact but have not informed us on the out-
come of their efforts. After her local clinic
had declined to contact her a female partner
living in South-East England responded to
our letter asking her to telephone us and
expressed longstanding fears regarding HIV
infection. She subsequently attended her
local clinic for testing. All of those tested fol-
lowing provider referral were seronegative
and expressed appreciation of the action
taken on their behalf.

Discussion

Partner notification followed by counselling
and testing has identified 25 new seropositive
cases from the 79 people attending on this
basis (excluding the man who declined test-
ing). This figure of 31:6% compares
favourably with studies from other countries
with emphasis on provider referral. In
Sweden!' 15% of contacts with previously
unknown infection were found to be seroposi-

Pattman, Gould

tive. A Norwegian study has shown a 13%
seropositivity rate'’”. Reports from the USA
indicate that the seroprevalence rate arising
from partner notification varies from
7-42%"°'* where most states require seroposi-
tive people to be reported to the Department
of Health.

Our figures for the percentage of partners
who have been informed of their risk and of
the numbers who subsequently attended for
counselling and testing include only those
people for whom we have hard evidence.
More may have attended without disclosing
their identities or that their partners had
asked them to attend. There may be others
who plan to attend but have yet to find the
time and courage to do so. Should they
develop symptoms in the meantime they will
have knowledge which may lead to an
accurate, early diagnosis of their illness.

Our figure of 31:6% demonstrates the suc-
cess of operating a voluntary, confidential
notification system. New index cases are
given as much time, advice and support to
initiate patient referral or supply information
for provider referral as is required. The basic
principles are (a) not to disclose the source of

infection and (b) not to disclose the name of
the infection unless exceptionally a relevant

screening test offered is declined by the con-
tact. These principles are brought to the
attention of the index case before further
action is taken. This system has operated suc-
cessfully in the UK for years for other STDs
and has been extended to include HIV infec-
tion.

Keenleyside et al '® have recently reported a
wide variation in attitudes amongst profes-
sional staff working in GUM clinics in the
UK. Only 44% of physicians and 29% of
health advisers in the Thames regions would
offer provider referral for HIV infection com-
pared with almost two thirds in both groups
elsewhere.

Partner notification for other sexually
transmitted diseases resulted in the diagnosis
of HIV infection in an additional four
patients, all homosexual men who following
counselling requested HIV antibody testing.
Given that people with HIV infection may
have other STDs which require partner noti-
fication and given that both patient and
provider referral for STDs have identified
people who were found to have HIV it is diffi-
cult to see a firm dividing line between HIV
and other STDs as far as the management of
partners is concerned. As the health advisers
in Newcastle are all actively involved in part-
ner notification for any STD as well as pre
and post test counselling no extra skills are
needed although additional resources may be
required in the future.

We have not been aware of any misgivings
from our patients regarding partner notifica-
tion as has also been shown in the USA",
Although the number of people tested fell
from a peak of 1698 in 1987 to 576 in 1989
there has been a steady increase to 1484 in
1991 and 880 for the first half of 1992. Our
policy of partner notification has been consis-



tent but the demand for testing has apparent-
ly increased as the potential benefits of being
aware of one’s serostatus take precedence
over the perceived threats of the test.

To achieve acceptability partner notifica-
tion should demonstrate benefit. Although
the optimum time for introducing anti-
retroviral  treatment and  prophylaxis
for opportunistic infections has not been
established it has been shown that
pre-symptomatic  intervention  decreases
morbidity and mortality.?*??

The behavioural benefits are less clear cut
and vary with the cohort studied.?*?® The
main advantage may well be to exclude infec-
tion in the regular partners of those who are
seropositive so that information can be given
on risk reduction. However, the increase in
gonorrhoea in the UK among homosexual
and bisexual men first reported in 1991% sug-
gests that advice given is being. ignored, for-
gotten or that a new population of sexually
active young men are appearing who do not
relate the safer sex message to themselves.

As HIV infection becomes more distanced
from homosexual men and drug users ‘follow-
ing first* and second® generation transmis-
sion, partner notification may become more
apposite and cost-effective. This has been
documented by Clumeck ez al '2 who reported
a cluster of 19 women, 11 of whom were
found to be HIV seropositive following sexual
intercourse with a single index case. The
stage of infection is also important.’? We have
found partner notification to be of particular
value in those who did not perceive them-
selves to be at a risk of HIV infection from
their sexual lifestyle or drug abuse. Of the 80
people who attended following partner notifi-
cation 18 (22-5%) had not perceived them-
selves as being at high risk. Five of these were
seropositive.

Partner notification should not be seen as
anything other than one part of a comprehen-
sive HIV management strategy. It is unlikely
to be true for HIV, as it is for bacterial STDs,
that early treatment will reduce the lifetime
costs of health care for the individual who is
found to be HIV positive. Any savings would
come from primary prevention efforts with
the partners found to be free of infection.
However, once the value of partner notifica-
tion is accepted then provider referral must
logically be offered as a service to those peo-
ple with HIV infection who are unable or
unwilling to do the task themselves. In our
opinion a unified national policy is required
to eliminate geographical discrepancies.
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